secretion, the thirst centre and osmoreceptors in the hypothalamus. The observed thrombocytopenia may have been related to the patient's chronic hypothermia; in hypothermic animals, platelets become sequestrated in the liver and possibly the spleen6. What of the cardiac arrhythmia? A well-documented consequence of hypothalamic injuries, it may have been the cause of this patient's sudden death. The excessive salivation may be relevant. This is an unusual feature of hypothalamic damage and has been reported in a patient with a third ventricle tumour7. In rats, lesions of the lateral hypothalamus are followed by excessive salivation8. Since salivation is a parasympathetic response, it may reflect high vagal tone, a cause of bradycardia. Excessive salivation and bradycardia in a patient with hypothalamic damage may therefore warrant early insertion of a pacemaker. In this case it is possible that hypothermia contributed to the cardiac arrhythmia. At operation, the hernia was found to contain all of the small and large bowel and omentum. The inferior epigastric artery and posterior wall of the mguinal canal were divided to facilitate reduction. A 2-layer double-breasted nylon repair was made and reinforced with polypropylene mesh. The right testis was not atrophic but later had to be removed because of venous infarction. The patient declined secondary cosmetic reduction of the scrotal sac. He recovered uneventfully and was discharged on the tenth postoperative day. Six months later there was no evidence of recurrence or of lymphoedema. COMMENT When massive inguinal hernias are repaired there is a hazard that restoration of viscera to the 'empty' abdominal cavity Department of Surgery, Princess Alexandra Hospital, Essex CM20 1 QX, UK Correspondence to: Dr E Tay, 167 Defoe House, Barbican, London EC2Y 8ND, UK will splint the diaphragm and cause cardiorespiratory failure and death. Some patients require postoperative ventilation. In 1940, Moreno reported induction of pneumoperitoneum, by intermittent insufflation of air, to enlarge the abdominal cavity before surgery1, and various modifications of this technique have since been used2'3. Apart from lessening the effective diaphragmatic splinting, this method can make a hernia easier to reduce, with less tension on the repair; other advantages are said to be gradual lysis of adhesions between the hernia contents and ring, and a reduction of mesenteric and omental oedema4. The disadvantages include a long preoperative stay (average 9 days)5, haematoma formation, organ perforation, subcutaneous and mediastinal emphysema4'5 and venous embolism6.
Stoppa7 advocates the use of preoperative pneumoperitoneum in the management of all 'monstrous' or 'voluminous' abdominal hernias, along with ventilatory physiotherapy. We feel, however, that in healthy patients there is insufficient evidence for its routine use. In a series of 65 giant hernia repairs without the use of mesh, in patients free of chronic disease, Badejo reported no major complications or deaths; nor, after 1-5 years, were there any recurrences8. In healthy patients, repair can be efficiently achieved with conventional methods carefully applied.
